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Abstract
Background: The diagnosis of gestational diabetes mellitus (GDM) may affect women’s mental wellbeing,
functioning and quality of life, with potentially negative effects on treatment adherence. Identifying and addressing
the psychological and emotional needs of women with GDM, could have benefits for sustainable long-term
behavioural change following the affected pregnancy. This study explored the lived experiences of women with
GDM and the impact of GDM on their experience of pregnancy and sense of well-being.
Methods: Purposive sampling was used to recruit women who had been diagnosed with GDM in their previous
pregnancy and received antenatal care at a tertiary hospital in Cape Town, South Africa. This was a descriptive
qualitative study using a combination of focus groups and in-depth interviews for an in- depth exploration of
women’s lived experiences of GDM, their context and perceived needs. Data analysis followed an iterative thematic
analysis approach.
Results: Thirty-five women participated in nine focus groups and five in-depth interviews. Women discussed the
emotional and psychological burden of having GDM, highlighting (i) their initial emotional reactions to receiving a
GDM diagnosis, (ii) their experience of adjusting to the constraints of living with GDM (iii) their feelings of
apprehension about childbirth and their maternal role and (iv) their feelings of abandonment in the post-partum
period once the intensive support from both health system and family ends.
Conclusions: The current biomedical model used in the management of GDM, is highly foetal-centric and fails to
acknowledge important psychological factors that contribute to women’s overall wellbeing and experience of
pregnancy. These results demonstrate the importance of incorporating mental health support in the management
and care for women with GDM in public health services, along with facilitating emotional support from partners
and family members. Based on our findings, we recommend routine mental health and psychosocial vulnerability
screening and monitoring for women diagnosed with GDM throughout pregnancy and postpartum to improve
prognoses.
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Background
Gestational diabetes mellitus (GDM), currently defined
as ‘diabetes diagnosed in the second or third trimester of
pregnancy that is not clearly overt diabetes’ is one of the
most common obstetric complications, affecting 18.4
million live births globally [1–3]. Women with GDM
face increased risk of maternal, foetal and perinatal com-
plications and have a significantly increased risk of de-
veloping type 2 diabetes [4, 5]. GDM may also have a
negative impact on women’s mental wellbeing, function-
ing and quality of life [6–10]. The sparse literature on
GDM and mental health suggests that the diagnosis of
GDM is a risk factor for anxiety and stress during preg-
nancy [11–14], antenatal [15] and postpartum depres-
sion [16, 17], with potentially negative effects on
treatment adherence [8, 9, 18]. The perceived stress of
effectively managing GDM through lifestyle change
coupled with the fear of failure to achieve glycaemic
control may trigger depressive symptoms [19]. The
management of GDM is centred on glycaemic control to
prevent adverse obstetric outcomes [20–22], while the
potential impact of the diagnosis on women’s psycho-
logical and emotional well-being is seldom considered in
managing the condition.
In recognition of the psychological and longer term
health needs of women with medical complications in
pregnancy, who remain at risk after the pregnancy,
the World Health Organisation (WHO) has called for
the global health community to adopt a more com-
prehensive, woman-centred life course approach to
maternal health that extends beyond pregnancy and
childbirth [23, 24]. Understanding pregnant women’s
lived experiences of morbidity as well as their psycho-
logical needs and concerns is important in itself. In
low and middle-income countries (LMIC) settings
such as South Africa, women may be exposed to high
levels of stress due to numerous contextual factors
[25]. Furthermore, as GDM may contribute to poten-
tial emotional disequilibrium during pregnancy [26],
identifying and addressing the psychological and emo-
tional needs of women with GDM, could also have
benefits for sustainable long-term behavioural change
following the affected pregnancy.
This study forms part of the formative research for
an exploratory intervention trial with low-income
women with GDM in South Africa, which aims to re-
duce their risk of progression to type 2 diabetes by
providing continued support and care through the 12-
month post-partum period. The purpose of this sub-
study was to explore the lived experiences of women
with GDM, including their experiences of antenatal
and post-partum care and the impact of GDM on




This was a descriptive qualitative study [27], using a
combination of focus groups and in-depth interviews to
explore women’s lived experiences of GDM, their con-
text and perceived needs. Focus groups enabled the col-
lection of data on shared experiences and group norms
around GDM in the context of a social group while indi-
vidual in-depth interviews allowed exploration of the
personal narratives of women in greater detail. The Con-
solidated criteria for Reporting Qualitative Research
(COREQ) were followed in reporting the findings [28].
Setting
The study site was a large tertiary academic teaching
hospital in Cape Town, South Africa, which provides
free health services in a context where the majority of
the population cannot afford the cost of private health
care. The hospital has a specialised antenatal clinic for
women with diabetes in pregnancy (i.e.: Type I Diabetes,
Type 2 Diabetes and GDM). Pregnant women are re-
ferred from various primary health care facilities around
the Cape Town metropolitan district to receive antenatal
care at this hospital. Antenatal care for women with
GDM at this hospital is intensive, highly structured and
follows local and international (i.e.; WHO and NICE)
policy guidelines [21].
Recruitment and data collection
Purposive sampling was used to recruit women who had
been diagnosed with GDM in their previous pregnancy,
according to the WHO 2013 criteria [29]. Women were
eligible if they had received antenatal care including de-
livery at the hospital study site between 2014 and 2015
and were at least 1 year postpartum. Women with pre-
existing diabetes or who had a stillbirth were excluded.
Potential participants were identified from the medical
records at the antenatal diabetes clinic in the hospital.
Eligible participants were then contacted telephonically
and invited to participate in the study.
Two female researchers (LSM & KM) with formal
training in qualitative research methods conducted the
focus groups and individual in-depth interviews in Eng-
lish, in a private venue on the hospital premises, away
from the clinic. LSM has experience in public health re-
search among low-income communities in South Africa.
KM has extensive experience in qualitative research and
has facilitated focus group discussions around sensitive
topics. A diabetes nurse educator and counsellor, who
was fluent in the local languages isiXhosa and Afrikaans,
was present to assist participants who wanted to express
themselves in their home language and to respond to
specific questions around GDM management. A topic
guide (Supplementary File 1) was used to structure the
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discussions to ensure that specific topics were covered
consistently across focus groups. The discussions aimed
to elicit women’s experiences of receiving a GDM diag-
nosis; antenatal care, including referral to the tertiary
hospital; lifestyle modification; medication; delivery of
the baby and postpartum health, as well as their opin-
ions about how a potential intervention could meet the
needs of women with GDM. Women were also encour-
aged to raise issues of importance to them and discuss
these among themselves. This enabled certain topics to
emerge which may otherwise not have been covered.
Data collection continued until data saturation was
reached after nine focus groups and no new information
was emerging from the discussions. The focus groups
were digitally recorded and transcribed verbatim.
Data analysis
Data analysis followed an iterative thematic analysis ap-
proach [30, 31] summarised in Fig. 1 to explore the
GDM journey through the lens of these women. Initial
coding of the transcripts was done independently by two
trained researchers as a measure to reduce the potential
for researcher bias and increase rigour. The two re-
searchers (LSM, KM) met regularly during the initial
coding process to discuss their developing analysis, de-
fine codes and identify and resolve differences until con-
sensus was reached on a common coding framework.
This was then applied across the remaining transcripts.
Codes were both inductively and deductively derived in
that some codes were related to pre-determined con-
cepts drawn from the literature and were present in the
interview guide, whereas others emerged directly from
issues raised by women as they spoke about their experi-
ences. Feminist insights around maternal responsibility
and mother-blaming (i.e. feeling blamed and maternal
self-blame) provided some guidance for interpretation of
the findings [32, 33].
Results
The focus group discussions and individual in-depth in-
terviews were completed over 3 months. Recruitment
ceased after nine focus groups and five individual in-
depth interviews with a total sample of 35 women, as
data saturation had been reached. The participants’ ages
ranged from 25 to 43 years old. Most of the women were
married (60%) and unemployed (77%). The participants
were of black African and ‘coloured’ (mixed ancestry)
ethnicity and spoke mainly isiXhosa, Afrikaans and Eng-
lish. Our sample also included four foreign nationals
who were conversant in English.
The interviews explored a range of issues related to
GDM and several themes emerging from the data are re-
ported elsewhere [34]. This paper focuses on the emotional
and psychological aspects of women’s experience of GDM,
which emerged as one of the most dominant topics. The
findings are discussed under four sub-themes that relate to
the four different stages in the pregnancy affected by GDM
(see Fig. 2): (i) their initial emotional reactions to receiving
a GDM diagnosis, (ii) their experience of adjusting to the
constraints of living with GDM (iii) their feelings of appre-
hension about childbirth and their maternal role and (iv)
their feelings of abandonment in the postpartum period
once the intensive support from both the health system
and family ends.
Fig. 1 Flow chat of the six phases of thematic analysis. A summary of the six phases of the thematic analysis process as outlined in Braun
et al. [30]
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(I) “Why me?”: Shock and confusion at diagnosis
For virtually every woman interviewed, the diagnosis
of GDM came as an unexpected shock. Reflecting back
to the diagnosis during their second trimester, women
described how at the time, they were unsure of the pur-
pose of the blood tests and confused as to how or why
they would have suddenly developed GDM.
When I got here for my first visit, they said to me ‘You
need to go to this floor, and they’ll see to you there.’ I
didn’t understand why. I didn’t know what was hap-
pening. I just took the doctor’s instructions and went.
They would take my blood, but I was never explained
anything. (Focus Group 4, Participant 16).
I was unhappy because I was thinking I can’t be
diabetic because in my family there’s no-one
[with diabetes]. I was the first one. I was
shocked. I didn’t know anything (Focus Group 8,
Participant 28).
One woman explained how she was so shocked to be
told that her glucose was high that she refused to accept
the diagnosis.
They said, ‘Your sugar is high’. I said, ‘My sugar is
high?!!I am not a diabetic, how can you say that my
sugar is high?!!’ (Focus Group 2, Participant 8).
Women felt disempowered by their lack of knowledge
and this was a cause of much of their anxiety. They
voiced their frustration with the lack of information
from health care providers and the limited opportunity
to discuss their GDM in detail. Some participants felt
that health care providers did very little to calm their
fears at diagnosis or to address their immediate concerns
about it.
You’re here because you need to undergo all these
tests and things. They are just like; ‘We’ll review your
case tomorrow’. They’re doing the best they can, but
they’re not communicating it to you, and that’s
what’s frustrating. (Focus Group 6, Participant 19).
For some women, learning that there was something
‘wrong’ with the pregnancy, made them feel that they
were failing to meet social expectations in their roles as
women and mothers. This appeared particularly acute
among women who were pregnant for the first time and
more susceptible to feelings of failure:
I was thinking what’s going to happen. I don’t want
to lose my baby. It was my first baby, I didn’t know I
could fall pregnant, so it was like a huge thing for
me to just get it right the first time. (Focus Group 3,
Participant 11)
(II) “Feeling like a prisoner”: adjusting to the constraints
of living with GDM
Most women gradually accepted their GDM diagnosis
and began to implement health behaviour changes.
Fig. 2 The different emotional burdens associated with the different phases of a GDM pregnancy. An overview of the sub-themes that relate to
four different phases in the pregnancy affected by GDM
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However, they highlighted the burden placed on them
by having to attend frequent antenatal care visits; the
challenges of adhering to the strict, new healthier diet
regimen; their fear of the results of the frequent blood
glucose tests and the reaction this would elicit from the
healthcare providers.
Women who had been hospitalised for close monitor-
ing at some point during their pregnancy felt the loss of
autonomy particularly acutely, describing how they felt
oppressed by the hospital routine, the boredom, surveil-
lance of the nurses and having to eat the bland ‘tasteless’
food. One woman analogized her experience of having
GDM to being a prisoner, describing that she felt a loss
of control over her own life and resented the constant
monitoring and overbearing scrutiny by healthcare pro-
viders, a sentiment echoed by many other women.
I would say I felt like a prisoner. I was never
explained anything. I didn’t understand, even when I
was here in hospital, they would say, ‘Come, you
shouldn’t eat that’ that’s why I’m saying that I felt
like a prisoner, because I didn’t know what was hap-
pening. No one was speaking to me (Focus Group 4,
Participant 16).
Women who were required to self-administer insulin
as part of their management of GDM also felt particu-
larly burdened by the experience.
I didn’t know how to do the pricking at first, and
they assumed that I did. There wasn’t room for me
to ask questions, it was very quick, fast-paced. I was
still in so much emotion; I couldn’t even recall
how often she said I had to do it. (Focus Group
1, Participant 4).
A few women reportedly rebelled against this loss of
control by ‘cheating’ and secretly eating whatever they
wanted to.
I phoned my boyfriend to bring for me what I ask
him to bring for me. I was always hiding food. The
doctor and the nurse didn’t know that I was eating
fish and chips and cool drinks.1 (Focus Group 3, Par-
ticipant 12).
Struggling to comply
Adjustment to having GDM was clearly an ongoing in-
tricate process that required self-motivation, as well as
social and professional support. All the women in our
study reported being highly conscious of how their
behaviour could affect their unborn baby, yet many ad-
mitted to struggling to balance adherence to healthier
diet recommendations while managing comorbidities,
maintaining relationships with family and health care
providers as well as coping with other life stressors.
Each antenatal visit evoked fear and concern that by
not always adhering to behaviour change recommenda-
tions, particularly regarding their diet, they may have
caused harm to their unborn baby. One woman with a
history of miscarriage described the fear she felt every
time she was referred for an ultrasound that the doctor
would find something wrong with the baby;
I was going for ultrasound every time. For me it was
like, just now they could tell me something negative,
as was my experience with my previous baby where
they told me something was wrong with baby. And
now I was scared that I was going to hear something
like that again. (Focus Group 5, Participant 17).
Managing co-morbidity
A few women in the study had pre-existing medical con-
ditions such as hypertension and HIV, in addition to the
GDM, which compounded their fears regarding their
health and that of the baby. They also described the
pressure they felt having to take a combination of medi-
cations, in addition to changing their health behaviour;
I was just worried because I had high blood pressure
with the diabetes, I was just worried like, is there go-
ing to be enough space for the baby to grow? Do I
need to keep the sugar down, what am I going to do?
How do I do it? It felt like a constant battle. (Focus
Group 6, Participant 20).
Disruption to maternal and wife role
Being hospitalised and away from home disrupted fam-
ilies’ routines, as well as women’s maternal role and per-
sonal identity as the family’s caregiver. Even with
sufficient social support from spouses and family mem-
bers to assist with childcare at home, women were still
often stressed and worried about the wellbeing of their
children and expressed a sense of guilt for burdening
their spouses with additional responsibilities.
Now I think of the time when I was in hospital, the
children were alone at home and my husband had
to look for something for them to eat. Who was going
to cook for them? (Focus Group 2, Participant 8).
Dealing with other life stressors
One woman, an immigrant from the Democratic Repub-
lic of Congo, described the stress of having to renew her1A term used to describe sweetened carbonated beverages
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documents at the immigration offices while she was hos-
pitalised for poorly controlled GDM:
I had to go to Home Affairs to renew my papers. I was
already booked in the hospital because my sugar was
high. The doctor wrote a letter to give to people at
Home Affairs, because sometimes you can go, and
they’re don’t see you. There are a lot of people and you
can be there until late. (Focus Group 2, Participant 8).
Relationship with healthcare providers
Whilst several women reported positive experiences of
being supported and encouraged by health care providers,
a few women described how the nurses scolded and chas-
tised them if their glucose was high. They believed that
nurses had little sympathy for their difficulties in com-
plying with the prescribed diet and resented being shamed
for not meeting glucose targets and being treated like irre-
sponsible children. Women also felt that nurses blamed
them for having GDM because they were overweight:
They make you feel like your body is failing. They
say, ‘listen, you ate wrong and it’s because of you
and, and it’s your fault if something happens to your
baby.’ They need to educate the people, like, ‘listen,
it’s a sickness, anybody can get it, but you can
manage it’ (Focus Group 1, Participants 2)
(III)Apprehension about birth and maternal role
Several women, particularly women in their first preg-
nancy, expressed a strong desire to have a “natural” birth
and were frustrated and disappointed upon learning that
they would deliver by caesarean section.
I was in denial about having the caesarean, I was
really fixed on having natural birth. It was my first
child. I wanted the experience. (Focus Group 1, Par-
ticipant 4).
Others were afraid to undergo major surgery and initially
protested when requested to consent to a caesarean birth;
One of them [doctors] said ‘This is a big baby; you
must deliver by C-section’. I have never had a Cae-
sar in my life. I was shocked. I said’ I can’t sign this
paper’ to say that they must take out the baby via
Caesar. No! (Focus Group 2, Participant 8).
Women also found the common practice of being sep-
arated from their babies immediately after the birth very
stressful. Apparently, this was a necessary process in
order to the baby to undergo blood glucose tests.
However, women reported that this was not adequately
explained to them, which left them feeling worried about
what was happening to their baby and upset about being
deprived of the opportunity to establish a bond with
their new-born.
The nurses went with the baby the whole day. I just
saw the baby, and they took the baby to check the
baby, maybe she also has sugar. So, you are not with
the baby, the baby is in another place, do you know
how that feels [gestures]? I started to stress; now
where is my baby? (Focus Group 2, Participant 8)
(IV)Feeling abandoned: The lack of post-partum follow-
up and support
Following their discharge from hospital, the majority
of women reported feeling a sense of great relief that
they no longer had to worry about harming their baby,
attend the hospital or follow the ‘diabetic diet’ and they
looked forward to settling back into their “old lives”.
Some women described how they felt a sense of aban-
donment when care abruptly ceased after delivery and
there was no follow up contact.
I had to figure it all out on my own afterwards, be-
cause there was no counselling or no doctor’s ap-
pointment that I could go to. I had to find my own
way, basically … I lost all faith in public hospitals
because of my experience and I was just discharged
with no return letter to come for a check-up, or any-
thing like that. (Interview 1, Participant 5).
This state of being “in limbo” as a result of not having
support from the health system once they were discharged
from hospital was worsened by the diminished social sup-
port from partners and family members postpartum. One
woman explained that while she made the financial sacri-
fices during pregnancy to eat healthy food, she could not
afford to incur the extra expense postpartum:
I know what I’m supposed to eat, but there are times
I don’t have the food that I’m supposed to eat, then I
have to eat whatever because I’m hungry; but I know
what is good for me, but there are times I don’t have
food. During pregnancy, I tried. I was motivated
because I was scared for my unborn child, so I had
to sacrifice for her. I didn’t want complications
(Focus Group 7, Participant 22).
In the aftermath of the GDM pregnancy, only a few
women felt empowered to continue with the lifestyle
changes made during pregnancy.
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During pregnancy your focus is your baby, because
you want everything to be okay with baby. So, after
baby is born, you take more time also into your own
life again, and then you realise, okay, I have to focus
on me now. If there’s someone also counselling you,
and telling you look, this is what you need to do, that
would be even better. (Interview 1, Participant 5).
In a few cases, women felt that the experience of a
GDM pregnancy had been a ‘wake-up call’ for them to
adopt long-term lifestyle changes to prevent having
GDM in subsequent pregnancies and avoid type 2 dia-
betes. They described having a renewed commitment to
taking care of their health and concluded that the ex-
perience of GDM helped had helped to equip them to
do this.
I’m really more health wise, looking after myself, be-
cause it’s actually very important; because like I tell
everybody, I do want another baby. That’s why I’m
looking after myself (Focus Group 2, Participant 6).
It is worth noting that several participants mistakenly
interpreted their invitation to attend the focus group at
the hospital as a form of follow up and an expression of
care for their well-being, which they regarded in a very
positive light. There was broad consensus that participa-
tion in the group discussion was both therapeutic and
informative. Table 1 provides a summary of the results
from the thematic analysis of women’s emotional and
psychological experiences associated with a GDM
pregnancy.
Discussion
Our findings highlight the psychological distress experi-
enced by women with GDM at different stages of the
pregnancy. The GDM diagnosis triggered anxiety and
stress for most women, echoing findings among women
with GDM from high-income countries such as
Australia, Canada and the United Kingdom [9, 15, 18,
19] and few LMIC countries such as Vietnam and China
[13, 35]. However, there is a lack of studies on GDM
and mental health from LMIC such as South Africa
where maternal mental health remains a neglected area
despite high prevalence of maternal depression and anx-
iety [25, 36]. Other reactions to the diagnosis of GDM
by our participants such as denial or skepticism and a
resistance to initiate the recommended lifestyle changes
were as a result of women feeling ill-informed and dis-
empowered about GDM. Lack of adequate information
has also been highlighted as a major source of confusion,
frustration and helplessness for women with GDM in
other studies [13, 37, 38].
On a positive note, the majority of women in our study
were able to overcome the initial shock and anxiety fol-
lowing the GDM diagnosis and gradually made the neces-
sary adjustment to living with GDM. Their perceived
anxiety did not increase as the pregnancy progressed sug-
gesting that it could be reactive anxiety triggered by the
unexpected diagnosis of GDM as opposed to intrinsic
anxiety [18]. These findings are consistent with most of
the literature which suggests that women are psychologic-
ally most vulnerable around the time of diagnosis [15, 22,
37]. However, our research also showed that the focus of
women’s anxiety shifted as the pregnancy progressed to is-
sues around compliance and the impending birth. Simi-
larly, maternal distress relating to potential harm to the
baby and obstetric complications continued up 37weeks
in more than half of a Canadian study population [19].
Understanding women’s emotional response to the GDM
diagnosis is therefore important for designing appropriate
interventions and improving their care during the remain-
der of their pregnancy [20].
A lack of capacity to adhere to recommendations and
effectively control their glucose levels also contributed to
heightened maternal distress in our study population. As
we have reported previously [34], women experience sev-
eral barriers to implementing lifestyle changes related to
socio-economic status including food insecurity and inad-
equate social support. Psychosocial deprivation associated
with low socio-economic status, affects women’s capacity
for self- management and has been linked to poor progno-
sis among women with GDM in the UK and France [39,
40]. A US study among low-income mothers found that
women who had diabetes in pregnancy (known diabetes
and GDM) had nearly twice the risk of being diagnosed
with depression during pregnancy or in the first year post-
partum [41]. In our study, insulin administration, managing
comorbidities and coping with other life stressors in
addition to GDM were common sources of maternal
distress associated with GDM, which have also been cited
in other studies [37, 38, 42]. Having GDM was particularly
burdensome for primigravidae women who felt ‘robbed’ of
the joy of pregnancy. Interestingly, women with GDM in
an Italian study reportedly experienced a better quality of
life, compared to pregnant women without GDM [7] as a
result of the improved health behaviours. Considering that
among low-income women in South Africa, the experience
of at least one stressful event can impact on maternal men-
tal health [25], risk surveillance for mental health disorders,
close monitoring and tailored programmes to reduce
perceived emotional distress may have benefits for the over-
all well-being of women with GDM [10, 11, 16, 19].
An important finding in this study was the additional
stress women felt having to manage the expectations of
health care providers, partners, and family members.
With a GDM pregnancy, maternal behaviour is heavily
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Table 1 Results from thematic analysis of women’s emotional and psychological experience of GDM by categories, codes and
illustrative quotes
Categories/Sub-themes Codes Quotes
Experience of GDM diagnosis:
Initial emotional reactions to
receiving a GDM diagnosis
Traumatised It was very traumatising, and I cried for several days, because it was
my first baby, and I waited so long for this baby. I was scared. (Focus
Group 8, Participant 30)
Anxious about the baby For me it was scary, because I felt that I am going to lose my child.
Or am I going to remain diabetic for the rest of my life, because I see
people injecting themselves, I felt so bad, but the first thing was, is
my child safe? My life changed completely (Focus Group 8,
Participant 32)
Confused about why and
what to do
So, it really changed my life, I did not know it existed before I had it,
that’s scary; if I could have known more about it, if I heard it
somewhere. I really wish that I was informed, somehow. Even in our
communities, it’s not spoken about, Gestational Diabetes. Maybe you
could do something to prevent it from happening if you know
information beforehand (Focus Group 1, Participant 4)
Experience of GDM pregnancy
Coming to terms with GDM
diagnosis and adjusting to the
constraints of living with GDM
Feeling trapped and controlled When I got here, I didn’t know where to go, the security told you
must sit in that room. You’ll go sit there, you get to see, you go wee,
go take your weight; do that, and after that you see the doctor and
from there you go home. It’s like you’re not sitting with someone and
they’re explaining to you, this is what’s happening. You don’t know,
and that is a problem for me, because if you don’t know where you
stand. (Focus Group 4, Participant 14)
Disruption to maternal and
wife role
Now I think of the time when I was in hospital, the children were alone
at home and my husband had to look for something for them to eat.
Who was going to cook for them? (Focus Group 2, Participant 8)
Being closely monitored I was seven and a half months, and they said they would have to
book me inside [hospital] for a few months till I give birth to
monitor. I couldn’t go home. And when I went home, I would only
stay two days and then I will come back again; I had to make sure
that for that days I’m at home, I must eat well but I was just telling
myself, no one can tell me, but my boyfriend was always monitoring
me. He didn’t even go to work, he gave up his job, because it was
for his baby, his first child. (Focus Group 3, Participant 12)
Constantly worried, self-
questioning and struggling to
comply
I was just worried like, is there going to be enough space for the
baby to grow? Do I need to keep the sugar down, what am I going




In the process of booking for ANC, when they did all the tests, they
found that I was HIV positive. My main worry during the pregnancy
was of transmitting HIV to the baby (Focus Group 6, Participant 21)
Experience of GDM delivery
Feelings of apprehension about
childbirth and their maternal role
Irrational/paralysing fear of
caesarean birth
My mother shared her experience with me of what she went though,
and she had a Caesar because of the Diabetes, and I was scared I’m
also going to have a Caesar, and she told me the things she went
through, and I cried. I didn’t want to eat anything. I was so scared; it
was very hard for me to accept. (Focus Group 8, Participant 26)
Anxiety regarding maternal
identity as a ‘good’ mother’
It was my first baby, I didn’t know I could fall pregnant, so it was,
like, a huge thing for me to just get it right the first time. They also
said they’re going to induce me. I said ‘I don’t actually want to be
induced. I want the pain to come by itself (Focus Group 3,
Participant 11)
Separation from new-born fol-
lowing delivery
The nurses went with the baby the whole day. I just saw the baby,
and they took the baby to check the baby, maybe she also has
sugar. So, you are not with the baby, the baby is in another place,
you know what you can feel [gestures]? I started to stress; now
where is my baby? (Focus Group 2, Participant 8)
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scrutinised, and women feel a sense of losing control
over their bodies. There is an expectation of women di-
agnosed with GDM to make considerable adjustments to
their health behaviour with little recognition of or sensi-
tivity from the medical and social environment to the
multiple barriers they face in changing these behaviours.
For low-income women like those represented in our
sample, the nature of the physical and social environ-
ment, availability and access to healthy affordable food
and the extent of social support from partners and fam-
ily all profoundly influence women’s capacity for lifestyle
change and adherence to clinical recommendations [10,
22, 32, 33, 43]. Yet, women in our study and others re-
port feeling that they are held primarily accountable for
the health of their unborn child and that any pregnancy
complications or adverse outcomes are perceived both
by themselves and others as reproductive or maternal
failure [22, 33, 44]. In South African society, as in many
others, women’s identity is rooted in pregnancy and
motherhood [45]. Self- blame is therefore common in
women who experience a complicated pregnancy. This
contributes significantly to heightened anxiety and an
overwhelming sense of guilt, especially when maternal
behaviour such as diet or smoking is implicated in the
problem - a phenomenon described in feminist literature
as mother- blaming [33].
Women in other studies have also reported feeling un-
supported and isolated as a result of health care pro-
viders’ shaming and blaming attitudes [35, 37]. However,
our study also shows that positive patient-provider rela-
tionships can create a platform for women with GDM to
openly discuss their fears and concerns regarding their
health with their health care providers. There is a need
to re-frame messaging around developmental origins of
health and disease to emphasise the role societal factors
and not focus solely on the mothers [32]. Educating and
engaging with partners and family members of women
with GDM could afford them a clearer understanding of
women’s needs and enable them to provide the GDM
woman with appropriate social support [38].
Women with GDM are more likely to deliver by cae-
sarean section compared to women without GDM [11].
The fear of delivery by caesarean section described by
women in our study is consistent with the literature and
has been reported as a major cause of anxiety during
pregnancy among women in some high and low income
countries [19, 46]. As reported in a recent systematic re-
view, the increased risk of antepartum depression among
women with GDM could partially be attributed to fear
of obstetric complications and adverse outcomes for
their health and that of their unborn baby [47]. The de-
sire to experience a ‘normal’ vaginal birth and the per-
ception of delivery by caesarean section as an indication
of reproductive failure have also been cited as reasons
for caesarean section refusal among women in Nigeria
[46]. These fears and misconceptions could be addressed
with proper counselling by health care providers to allay
women’s fears.
The majority of our participants reported that they
neither attended follow-up for diabetes screening nor
sustained lifestyle change in the postpartum period.
Pregnancy is an opportune time to promote long-term
lifestyle changes to mitigate the risk of GDM in future
pregnancies and the subsequent risk of developing type
2 diabetes [37]. Yet, based on their experiences during
the GDM pregnancy, the postpartum period signified
relief and freedom to resume unhealthy behaviours. Ac-
cording to a recent systematic review, women’s postpar-
tum behavior is influenced by their perception of risk for
diabetes as well as other factors such as affordability and
fragmented health systems [48]. The low perception of
future risk for type 2 diabetes evident in our study could
be attributed to the highly foetal-centric approach to
managing GDM in our context. Behaviour change rec-
ommendations are framed around foetal health and fo-
cused on blood glucose monitoring to prevent adverse
pregnancy outcomes. As a result, without continued psy-
chosocial support from health services and family in the
postpartum period, women feel abandoned and in limbo,
which hinders their ability to maintain health behaviour




“In limbo” - feelings of
abandonment once the intensive
support from both the health
system and family ends
Need for post-delivery
counselling
You will need to know what you’re going to have to do to maintain
a healthy lifestyle, so if there’s counselling and someone to talk you
through it and guide you, even better, especially for those women
that are not knowledgeable, that don’t know these things, it’s very
good to be counselled afterwards. (Interview 1, Participant 5)
Postpartum screening for
diabetes
You see, I keep on having excuses because I’m not sick that time. I
just need to check. I don’t care enough, I would say, so, because I am
not sick, I don’t see a need, which is wrong, but that’s what I do. You
will only get worried when you got sick, then you start making time
for those things (Interview 3, Participant 10)
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changes. Finnish and American studies have found a sig-
nificant association between GDM and postnatal depres-
sion using the validated Edinburgh Postnatal Depression
Scale [11, 49]. Only one woman in our study reported
having postnatal depression following the GDM preg-
nancy and similar studies from LMIC are still lacking.
Postnatal depression may interfere with women’s cap-
ability and motivation to engage in health behaviour
changes [34], further affirming the importance of post-
natal follow up, screening and counselling for women
with GDM [37, 49].
Strengths and limitations
Our findings add to the much-needed body of literature
on maternal mental health in resource constrained set-
tings facing complex burdens of disease such as South
Africa and provide a basis for future studies. To the best
of our knowledge, this is the first study in Africa to ex-
plore the impact of GDM on women’s experience of
pregnancy and sense of well-being. Assessment of ma-
ternal distress (including anxiety and stress) was based
on women’s self-reported experiences rather than a vali-
dated screening tool, given that this study aimed to gain
an in-depth understanding of women’s lived experiences
and the psychological impact of GDM on their lives. Fu-
ture research should assess extent of maternal distress
among women diagnosed with GDM using validated in-
struments such as the Edinburgh Postnatal Depression
Scale. Generalizability of the findings to all women with
GDM is limited due to the qualitative study design.
Women’s perspectives may have been influenced by re-
call bias as they were at least 1 year postpartum at re-
cruitment. However, the time elapsed between the
pregnancy and inclusion in the study may have been suf-
ficient for women to reflect on their experiences. Lastly,
our participants were identified from women with GDM
who had attended antenatal care at one of two large ter-
tiary referral hospitals in the province. Based on the di-
versity of the sample, our participants are somewhat
demographically representative of women who utilize
these health services.
Conclusions
South Africa has made steady progress over the last dec-
ade to improve maternal health services and reduce ma-
ternal mortality through public health programmes and
initiatives (e.g.; Prevention of Mother to Child Transmis-
sions (PMTCT)). Yet attention to psychological distress
and the provision of maternal mental health services for
women with complicated pregnancies such as GDM re-
mains a neglected area. The current biomedical model
used in the management of GDM, is highly foetal-
centric and fails to acknowledge important psychological
factors that contribute to women’s overall wellbeing and
experience of pregnancy [21, 50]. Our findings echo
prevalent views around the ‘burden’ of maternal respon-
sibility and the culture of mother-blaming. Acknow-
ledgement of other contributing factors such as the
prevailing physical and social environment [34] is a cru-
cial step towards shared accountability and provision of
appropriate support for women with GDM. The study
findings have several implications for the management
of GDM in South Africa. Health policy makers and health
care providers should recognize the impact of a GDM-
disrupted pregnancy [51] on women’s mental health,
emotional wellbeing and quality of life and how the added
psychological stress may affect adherence with treatment
and recommended lifestyle changes [18]. Based on these
findings, we recommend routine mental health and
psychosocial vulnerability screening and monitoring for
women diagnosed with GDM throughout pregnancy and
postpartum [9, 41] to improve prognoses. Furthermore,
these results demonstrate the importance of incorporating
mental health support in health policies and clinical
practice for the management and care for women with
GDM in public health services, along with facilitating
emotional support from partners and family members.
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